remarkable conjunction of gifts and conditions among the Greeks in the sixth century." "Facts regarding the ancient history of medicine have been sought for only in the classical authors of Greece and Rome, and have been arranged to suit a traditional theory which repudiated all systems which did not proceed from a Grecian source. We are familiar, from our youth, with classical history, and we love to recall events illustrated by the torch of Genius, and depicted in our memories." But still candour and truth require us to examine new facts in history as they are discovered, and we must try and arrive at just conclusions. In what has modestly been termed a monograph, published in Calcutta in 1913 [1] , there is a wonderful description of old Hindu surgical instruments, with a comparative study of the Greek, Roman and Arab surgeons with the surgeons in modem times. There is little doubt that Indian medicine was advancing from consisting merely of spells and incantations against the demons of disease.
In 226 B.c. King Asoka [2] records the erection of hospitals by him, and Cingalese records indicate the existence of hospitals in Ceylon as early as 437 B.C.
One of the great Brahminical works is the Susruta (fifth century A.D.), a great storehouse of Aryan knowledge. Susruta recommends lotus leaves and plantain leaves as coverings to bleeding piles, and also the application of caustics to them. If these measures were not efficacious then he applied horse-hair ligatures round the piles. There are reasons for thinking that, contrary to the oft-expresEed opinions of our betters, Greek medicine and thought may really have been founded on the more ancient Hindu medical doctrines. We know Alexander was not satisfied with his own Army surgeons, and had to take several Indian ones on to his Staff. These later he took back to Greece with him, and, in this way, there is every possibility that their knowledge and practice might have germinated in their new country of adoption.
So much for the ancient period which ends with Galen (131-202) who explained all in the light of pure theory, and such was the effect of his dogmatism and infallibility, that European medicine remained at a dead level for nearly fourteen centuries.
FEBi.-PRocr. 1
Oribasius [3] was another writer with an enormous amount of literature associated with his name. He was friend and physician-in-ordinary to Julian the Apostate in Constantinople, and was chiefly responsible for establishing Galen in his central position of authority during the Dark Ages.
Oribasius was a great compiler, and he twice mentions pile3, suggesting that when treating them, one pile should always be left, otherwise the consequences might be dangerous. It is interesting to think how to this day a sort of feeling of security may be had by a patient with a bleeding pile. One often hears expressed the remark that it may be a safety valve against apoplexy, or, better have bleeding there than in the brain. Also too, there may be a lurking suspicion of dignity and aldermanic pomp associated with piles, and certainly often they enforce a steady, measured gait. With one or two exceptions, the medical world seems to have gone to sleep for centuries after Galen, and Osler has said: "From Hippocrates to Hunter, the treatment of disease was one long traffic in Hypotheses." I would say it is a long stride from ancient Greece to a "small room in Aldersgate Street." [41 In our jet-propelled flight through darkness, we notice en passant, only an odd proctological happening, a flash in the pan, as it were.
The greatest of the Moslem physicians of the Western Caliphate was the Cordovan Avenzoar [51, who died at Seville in 1162. He discovered the Acarus scabiei, was a great physician, and a great man. He cared nought for Galen, and it is interesting to know that he gave nutrient enemata to his patients with carcinoma of the stomach, and for those with carcinoma of the aesophagus, he passed a hollow metal tube through the growth, and through the tube he fed his patients on milk, eggs and gruel. When giving rectal feeds, he first washed out the lower bowel, and then he filled a goat's bladder, fastened a tube to it, and having inserted the tube into the rectum, the goat's bladder was emptied by compression.
The story of John Aderne of Newark is well known, thanks to the researches of D'Arcy Power and the WeHlcome Research Institution. You have all seen the pictures of the fistula being split up. That was in 1376, and you have all read Gordon-Watson's delightful address, which he gavc at St. Bartholomew's in 1934. If perchance there is anyone in this audience who has not read Sir Charles' "Progress in Rectal Surgery" [6] , then he has a treat in store. Aderne's "Principles and Practice" must have soon been forgotten, for our Henry V died of fistula only forty-six years after Aderne's classic operation, because, we are told, "the surgeons had not the skill to cure." Rectal surgery, indeed all surgery, continued to occupy a very lowly position until the early part of the last century. Except for the famous operation by Felix on Louis in 1686 [7] , and Percival Pott's treatise on fistula in 1765, there is little to make us pause. We want to get on and hear about St. Mark's, but I must first tell you the story about Felix and Louis XIV. At that time, French surgeons were little thought of by their more superior medical brethren, and all were more or less looked on as social inferiors.
Mohere's comedies abounded in pungent raillery and light-barbed sarcasm directed with unerring skill against the tribe of doctors. In 1657, as luck would have it, when doctors were so little thought of, Louis had an attack of typhoid. He was treated with antimony and he recovered. This recovery raised the status of the profession in France, and also caused an immense vogue for the use of antimony. Six years later, his mistress was attended by the Royal accoucheur, a man, and this event did much to further the cause of male midwifery.
Louis' recovery from his attack of typhoid, and the successful delivery six years later by an obstetrician, much as these events tended to increase the standing of the profession, within the profession, the relative standing of the surgeons tended to be lowered by comparison, but in coarse of time they had their opportunity. In 1686, Felix opened up the King's fistula. The King was cured, and surgical times changed. Felix received six thousand pounds as a fee, and, what some of us might now think a verv suitable refresher, he was also given a present of a farm. Felix was ennobled, becoming Seigneur de Stains. All his helpers received financial recognition in proportion. Felix was followed by Mareschal. Fistula became fashionable, and this, together with the exertions of Mareschal, put French surgery into the foreground.
Littr6 in 1710 first proposed colostomy for the relief of imperforate anus, but it is doubtful whether he ever performed the operation.
In 1776, Pillore of Rouen performed cecostomy in the right iliac region for the relief of obstruction in an adult case, and four more cases were recorded before the end of the century, three for imperforate anus, and one of transverse colostomy. The transverse colostomy was inadvertently performed when a laparotomy was being done, with the intention of opening the small bowel.
In 1797, one Pierre Fine [8] (1760-1814) performed colostomy for intestinal obstruction in an adult, and we read that the patient survived for three and a half months. The surgical dawn seemed to be breaking, and it is interesting to recollect that our College obtained its Royal Charter in 1800. Truly the early years of the last century saw great surgical and academic advances. Universities and hospitals were being founded everywhere. Major surgical operations were being attempted, and to mention two examples, in 1808, an inter-scapulo-thoracic amputation was performed, and the first ovariotomy in 1809.
Fortunate in the time of his birth, was one Frederick Salmon, destined to be the father of proctology, and the founder of such a unique and famous hospital. Salmon was born in Bath in 1796. He received his medical education in St. Bartholomew's Hospital, and in 1827 he was elected surgeon to the General Dispensary in Aldersgate Street. He early interested himself in rectal diseases, and in 1835, in spite of a good deal of professional opposition, he acquired premises at 11, Aldersgate Street. This was "The Infirmary for the Relief of the Poor Afflicted with Fistula and Other Diseases of the Rectum".
Salmon was a great man who did great work. For twenty-two years he did the surgery of the hospital single-handed. Nine years after the hospital opened, he acquired a medical colleague, one John James Furnivall. In 1838, a move was made to Charterhouse Square, and this meant the number of beds was doubled. In 1854, on St. Mark's Day, April 25, the hospital on the present site in City Road was opened with at first 25, and five years later, 30 beds. In 1927, the hospital was still further extended.
Three years after the move to City Road, Salmon was assisted by James Robert Lane and Peter Yeames Gowlland, and, in 1859, Salmon retired full of honour, and well beloved by all. He left for proctology, a great name, a great hospital, a book, his "Practical Treatise on Stricture of the Rectum", and his ligature operation, so well described by William Allingham in his textbook "Diseases of the Rectum" (1888).
Lane and Gowlland followed Salmon-Lane only stayed at St. Mark's 11 years. Meantime he had been appointed one of the original members of St. Mary's Hospital, and been unfortunate enough to develop locomotor ataxia. We read that in the prime of his life, and when a career of prosperity appeared to be within his grasp, he was stricken with this painful malady. In spite of being attended by agonies, which at times rendered his condition almost unendurable, he worked at St. Mary's until 1881.
This mid-Victorian era was a golden one for surgery, and I trust, surgeons too. We must always orientate our thinking in this period of surgical history around 1867, when Lister [9] published his article in the British Medical Journal, "On the Antiseptic Principle in the Practice of Surgery", remembering also the discovery of general anesthesia some twenty years earlier.
It was an era with great surgical masters, and as early as 1844 Lee and Hay had successfully resected a part of the sigmoid colon for cancer. There were no further successes until the 1870s, when German surgeons adopted Lister's antiseptic technique, and began to attempt all sorts of formidable operations within the abdomen. Several of them shortly attempted to resect cancers of the colon, but probably the first to succeed was Vincent Czerny, Professor of Surgery at Heidelberg [10] . After several failures, he brought a patient through the procedure alive in 1879. By 1884 a total of 18 such operations had been done with 8 fatalities. The next generation saw great improvements in the technique of bowel resection. The really important advance came, however, with experimental studies carried out on dogs by William S. Halsted at Johns Hopkins Hospital. In 1887, in a series of careful experiments, he proved that the essential point in suturing the bowel is to include the submucous layer of the intestinal wall in the suture.
The surgical problem of cancer of the rectum is a more difficult one. Jacques Lisfranc, a brilliant Parisian surgeon of the Napoleonic period was the first in 1826 to excise the rectum for cancer. His resection, however, was of very limited extent, ,3
Proceedings of the Royal Society of Medic2ne carried out through the perineum. The scope of this perineal resection was gradually extended after antiseptic surgery made extensive operations safer. In 1885, Paul Kraske, Professor of Surgery at Freiburg, introduced a method in which a portion of the sacrum was removed to give better access. The operation was widely used for more than a generation. Unfortunately, it had the same defect as other exterior or perineal operations for rectal cancer. The recurrence rate approximated 90%.
During this great time going forward with the great surge, we can imagine William Allingham, Alfred Cooper, David Henry Goodsall, F. Swinford Edwards, Herbert William Allingham, Frederick Charles Wallis and Percy Furnivall working away at St. Mark's. They all made their marks, some deeper than others, and all left "Marks" better for their passing that way.
Piles, fistule, fissures, prolapse, stricture and carcinoma. What discussions there were. We have the classical papers of William Allingham on the treatment of fistulous sinuses by the elastic ligature, on inguinal colostomy and piles.
Sir Alfred Cooper's classic on inflammation of the rectum, D. H. Goodsall's papers on foreign bodies in the rectum, six cases of sinuses over the sacrum and coccyx and on fissure all these, and many more equally interesting and instructive, are preserved and beautifully presented for us in the St. Mark's Centenary Volume.
Take the subject of colostomy alone-colostomy or colotomy-the varieties thereof, and the technicalities of the operation.
As mentioned before, Pierre Fine had performed colotomy in 1797. Three more were done in 1814, 1817 and 1820.
Between 1839 and 1841, Amussat [11] wrote and popularized lumbar colostomy. His first cases were on the right side, and the opening made into the ascending colon. As time went on, many cases were reported, many more in this country than in the United States of America, where there was considerable opposition to the operation. Gross in his "System of Surgery" apologizes for even mentioning the operation.
During this time Paul was practising in Liverpool and perfecting his classical exteriorization and Mikulicz was trying to extend its usefulness in Vienna.
The injection treatment of piles [12] , which had so long been frowned upon by the orthodox, was being tried out more and more. In the United States of America in 1836, Long injected sulphate of iron into a nwvus. In 1869 Morgan in Dublin tried the same treatment with himorrhoids, and in 1874 Colles used perchloride of iron. In 1871 Mitchell of Colindale in Illinois had first used carbolic acid in two parts of olive oil. As the result of his method becoming known, he apparently became so busy that he could not attend to all his patients, and, it must be noted with regret, he sold his secret prescription. As our present Minister of Health might say, there was a "rash" of pile injectors all over the country. With the orthodox, the method, therefore, fell into disrepute, but later was revised by Andrews of Chicago and others. The strong solutions gave way to weaker ones with more satisfactory results.
After the early 1800s had seen such great surgical progress, so were the last years of the century to witness equally epoch-making advances. Towards the end of the century, Goodsall, whose name to this day is associated with his line and his stitch, was writing his book. He was assisted in his literary endeavour by a young surgeon who had been a house surgeon at St. Mark's, and who was then assistant surgeon at the Cancer Hospital, and surgeon to outpatients at the Gordon Hospital. What a wonderful combination, David Goodsall and Ernest Miles. Their book was published in 1900, with a second edition published in 1905, which contained a classical article on colostomy. They also well described the operations for rectal cancer being done at that time.
Goodsall certainly left his mark on Surgery, and his co-author, of course, has already done so. We know so much about Ernest Miles, but some of us perhaps do not know enough about Goodsall. His early life was hard. His father had died of a post-mortem wound infection when he was a student at St. Bartholomew's, and Widow Goodsall was left with four sons unprovided for. From the age of 14, D. H. kept himself and was apprenticed to a chemist at Aldgate. In view of his father's misfortune, St. Bartholomew's took him in, and he was allowed to pursue his medical studies, without having to pay any fees. He became in time a house surgeon at St. Mark's, and later surgeon there and at the Metropolitan Hospital. He recognized post-anal dermoids [13] , and knew how to treat them by completely laying all the tracks open, whereas previously it had always been supposed they were a bone infection. It was John Bland-Sutton, of course, who told of their true nature, and Percy Lockhart-Mummery [13] who taught us to excise them completely. Mention of Miles naturally necessitates mention of Lockhart-Mummery. Since the turn of the century, what controversy raged about the adequate treatment of rectal carcinoma. Hartmann in Paris we associate with abdominal excision.
Many surgeons, the masters at St. Mark's and all over the world, were doing more and more and larger excisions. In Newcastle, Rutherford Morison, and later George Grey Turner, and in Rochester, the Mayos. The list is wellnigh inexhaustible. Great progress was made, but in January 1907 [14] , Ernest Miles did his first abdomino-perineal excision, one of the most formidable operations in surgery. Miles described the operation, and explained what we now take so much for granted, the three zones of spread.
Miles ascribed an abdomino-perineal excision to Czerny in 1884, and after that to many others-Maunsell, Gaudier, Gant, Tuttle, Reverdin, Sir Charles Ball, Wallace and Aldrich-Blake-but it was not until he had thoroughly worked out the methods of spread that Miles was able properly to plan his operation similar in conception to Halsted's radical excision of the breast, and Wertheim's excision for uterine cancer. As Miles says with just pride in his "Rectal Surgery" in 1944: "The operation reduced the recurrence rate from 90% to 20%." It must surely be more than coincidence that the article directly in front of Ernest Miles' is by one Lionel Norbury. He was then a Registrar at St. Thomas's Hospital, and the article was on "A case of ruptured small intestine". The abdomino-perineal excision done by others than Miles had a very high mortality, and abdominal resections were favoured by Harrison Cripps (1907) and William Mayo (1912), and again by Hartmann in 1923. Lockhart-Mummery, except for high growths, always favoured an extended operation through the perineum.
George Grey Tumer [15] in 1920 described a two-stage perineo-abdominal excision, and, in 1931, his classic Murphy oration on conservative sacral excision revived interest in less extensive operations than that of Miles'. Miles, however, won the day. As our mortality rates decrease as the result of experience, better technical understanding, better anesthesia and modern resuscitation, more and more extensive excisions are performed. Well I remember the times when I used to assist my colleague and assistant chief, the late much-lamented Hamilton Drummond, and how gratified we were when the patient survived. Now, of course, a fatality is cause for comment, and perhaps recrimination. Gabriel's reverse method [16] , and the synchronous combined operation described by 0. V. Lloyd-Davies in 1939 [17] have largely taken the place previously occupied by Miles' operation. The advantages of the synchronous procedure so well detailed by Norbury in his Hunterian Lecture in 1941 are: (1) No necessity for moving the patient after he is once fixed in the required position. Proceedings of the Royal Society of Medicine 6 section of the recto-sigmoid is rendered easier. These advantages make this method the one of choice with most modem surgeons.
Personally I have a sneaking affection for what I call my extended Hartmann which is an abdomino-perineal, which stops short, as it were, and preserves the perineum. I don't believe in the downward spread, but that can wait for another time.
Modern resuscitation methods have been mentioned. You all know Officers apparatus. "An important and erudite contribution on the physiology of water balance and the problems associated with the administration of fluids" is how Gabriel rightly describes Avery Jones and Naunton Morgan's article in St. Bart's Hospital Reports in 1938 [18] . With our facilities, all we want is our patients earlier. The outlook in rectal carcinoma becomes better each year, and who knows what advances lie ahead. We remember Gordon-Watson's enthusiasm in the late twenties with radium, and how we followed him, and like him, were disappointed; but perhaps the physicists may have something to give us soon.
Mention must be made of Milligan's pile operation [19] , correct anatomically, and a great advance on Salmon, Smith and Whitehead. Also we are indebted to Milligan and Morgan for their anatomical work [20] and their classification of fistula.
Purposely I have kept till the last my tribute to Cuthbert Dukes. His work since 1922 at St. Mark's on all problems connected with the pathology and biochemistry of rectal disease is known the world over. His apparatus for the post-operative collection of urine is universally used. He has elucidated the relationship of simple tumours to intestinal cancer. His work on rectal stricture rivals Bensuade's in importance, and, with Broder's classification of malignant tumours based on the principle of cell differentiation, his method of classification by extent of spread has enabled us scientifically to grade and classify our cases. I
